NATPONAL 


The newly elected presidents who took office at the 55th NTA Annual Meeting: 
Dr. Roger S. Mitchell (ATS), Dr. H. McLeod Riggins (NTA), Alfred E. Kessler (NCTW). 
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While no one can predict precisely 
the future of the voluntary TB control 
movement, we can at least take a hard 
look at some of the major challenges 
and opportunities we face in the years 
immediately ahead. 

First, we need to pinpoint our over- 
all goals. Broadly, these are (1) the 
eventual elimination of tuberculosis, 
and (2) the development of a scien- 
tific respiratory disease program, with 
emphasis particularly on viral dis- 
eases, emphysema, and lung cancer. 

To successfully achieve these goals, 
we must overcome a number of diffi- 
culties. We especially need to 
strengthen and modernize our organi- 
zation at all levels. This will require 
certain orderly, evolutionary changes 
and adjustments in philosophy, policy, 
and activity, particularly with regard 
to: 
1. Considerable reorganization at 
national, state, and local levels to meet 
the recommendations of the NTA 
Committee or Organizational Struc- 
ture and the Board of Directors reso- 
lution that we expand further into the 
field of respiratory diseases. 

2. Further consideration of the best 
use of Christmas Seal funds for the 
over-all good of the national move- 
ment. 

3. Increasing efforts to strengthen 
certain current programs, develop new 
programs, and gradually de-empha- 
size or discontinue others, as our 
major problems and objectives change. 

Great and venerable as it is, our 
organization must also constantly in- 
terpret and improve its image in the 
minds and hearts of the American 
people; of fellow voluntary associa- 
tions; of medical, public health, and 
allied associations; of national and 
state governments; of official agencies; 
and of our international colleagues. 

Our future growth and progress, or 
our decline as a major voluntary 
health organization, rests upon our 
own vision, abilities, and determina- 


‘Meeting Tomorrow’s Challenges 


tion; rests in our own hands and not 
in the hands of the United Funds 
and Councils of America. Yet we must 
heed the threat of their philosophy 
and policy. If necessary, we must 
vigorously remind the people of cer- 
tain basic American concepts that 
have made our country great—indi- 
vidual freedom and fair competition. 

Informed Americans abhor monop- 
oly. Democracy is individualistic, not 
monopolistic. America needs more 
than one voluntary association, as it 
needs more than one bank or one 
manufacturing company or one gov- 
ernment or one branch of one govern- 
ment. 

In certain respects and in some 
areas of the country, the United Funds 
and Councils have challenged this 
basic American concept and have in- 
stead advanced the concept that there 
should be only one voluntary associ- 
ation and one voluntary appeal to 
combat all diseases. 

Clearly, if we are to retain our 
historical image as an organization 
dedicated to a worthy cause, we must 
continue to deserve that image. More, 
we must continue to convince suc- 
ceeding generations that we are still 
worthy of their confidence, loyalty, 
and support. As in the past, this can 
be done only through continued de- 
voted humanitarianism and efficient 
leadership in public health matters, in 
research, and in education for a vital 
cause—the elimination of tuberculosis 
and the eventual conquest or amelio- 
ration of the other respiratory dis- 
eases, especially viral diseases, em- 
physema, and lung cancer. 

I am confident that our local, state, 
and national groups of volunteers, 
professional workers, researchers, edu- 
cators, physicians, surgeons, and board 
members will lead the way in success- 
fully meeting these challenges and 
opportunities—H. McLeod Riggins, 
M.D., President, National Tubercu- 
losis Association 
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The 55th NTA Annual Meeting is officially opened as out- 
going president Dr. Mario Fischer cuts the ribbon at the 
exhibition hall. Flanking him are Dr. James E. Perkins, 


NTA managing director; George W. Dixon, chairman of the 


Annual Meeting Program Committee; and Dr. J. P. Myles 


Black, chairman, Annual Meeting Exhibits Subcommittee. 


ANNUAL MEETING ROUNDUP 


A strong plea for the principle of independent fund 
raising was made by the keynote speaker at the opening 
session of the 55th Annual Meeting of the National 
Tuberculosis Association, which drew 2,700 persons in- 
terested in tuberculosis control to Chicago from May 24 
to 29. 

The speaker, Ernest L. Stebbins, M.D., who is director 
of The Johns Hopkins University School of Hygiene and 
Public Health, attacked what he termed efforts by “one 
shot” community fund drives to dominate donations to 
voluntary health organizations. “I believe firmly,” Dr. 
Stebbins said, “that success of the movement for feder- 
ated fund raising would result in a gradual decrease in 
funds available for these  premnccyed groups | activities, 
but more important, would result in a crippling of the 
educational aspects of the health agencies, and in doing 
so would impede progress in the health field. 

“It is argued,” Dr. Stebbins went on, “that the multi- 
tude of appeals antagonize the giver and might even- 
tually result in his not giving. The facts certainly do not 
bear out this point of view. Public giving to the volun- 
tary health agencies during the past 10 or 15 years has 
increased phenomenally.” 


Dr. Stebbins also attacked “misrepresentations” that 
the tuberculosis problem had been solved to a point 
where it was a “minor problem.” He pointed out that 
the control of the disease is a major health problem in 
two-thirds of the world. 


NTA Lunch 


“Never in the history of mankind has so much money 
been spent in promoting the various disciplines related 
to health as was spent last year, and never has any coun- 
try allocated more money for spending on health than in 
this nation this year,” said Charles W. Mayo, M.D., 
surgeon and governor of the Mayo Clinic, in his talk on 
“Health and Other Instruments for Peace” at the NTA 
luncheon on Thursday. However, Dr. Mayo went on to 
say, “our national spending actions have been paradoxi- 
cal, for the amount of money spent for health does not 
in any sense approach the sum spent for possible defense 
or offense—which is to say, in essence, for destructive 
purposes.” 

While Dr. Mayo made it clear that he did not ques- 
tion the need for preparedness, he did want to point out 
the paradox of our two efforts. “Yet both efforts,” he said, 
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“in their divergent ways can be considered instruments 
of peace.” 

The objective of our international assistance program, 
Dr. Mayo said, “is not to make others over into our 
image, but to assist by training native teachers who will 
be responsible for carrying on in their own countries 
such instruments as education, public health, agricul- 
ture, engineering, and economics to elevate their mode 
of life. ... 

“Let us be realistic and practical, and realize and ad- 
mit that we do have another motive besides relief in our 
relationships with less well developed countries—namely, 
promotion of the free enterprise system. If we do not 
state this objective, others will impute one for their own 
purposes, possibly to our detriment.” 

But, Dr. Mayo cautioned, “everyone knows that ill 
health breeds poverty and that poverty breeds economic 
instability and even disaster.. It is not possible to develop 
an underdeveloped country along the lines of a free 
enterprise system without the firm foundation stones . . . 
of education, health, and economic stability.” 

Dr. Mayo predicted a “brilliant future in all fields 
related to health.” “This,” he said, “will come about 
because men and women of science are being better 
equipped with means of accomplishing accurate basic 
research, and it is by such efforts that methods of a prac- 
tical nature are developed to attack the diseases which 
afflict mankind.” 


Medical Sessions 


Treatment problems, laboratory procedures, and re- 
search were under discussion in three full days of medi- 
cal sessions attended by 1,200 physicians and scientific 
investigators. In addition to the sessions at which papers 
were presented there were symposiums, panels, and, dur- 
ing the lunch hour Monday and Wednesday, “sandwich 
seminars.” As a special feature, late each afternoon dem- 
onstrations on new techniques in surgery, diagnosis, and 
other clinical and laboratory developments were held in 
institutions in the Chicago area. 

A new idea for dodging the drug-resistant problem 
was presented at a session on clinical tuberculosis. E. T. 
Peer, M.D., of the Niagara Peninsula Sanatorium, St. 
Catharines, Ontario, Canada, reported the use of alter- 
nate drug regimens to prevent the development of drug- 
resistant organisms. In treating a group of patients, the 
Canadian physician used streptomycin and PAS the first 
month and isoniazid and pyrazinamide the second month, 
then back to the first combination of drugs. The rationale 
for the alternating regimens was that the patient’s tu- 
bercle bacilli would not develop resistance to the drugs 
in one combination before the switch to the other com- 
bination. 

Tuberculosis caught up with 121 young people for the 
second time from three months to 20 years after first 
being treated for primary tuberculosis, according to a 
paper by Edith M. Lincoln, M.D., retired head of the 
Children’s Chest Service of Bellevue Hospital, New York. 
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Dr. Lincoln’s study showed that the risk of developing 
chronic pulmonary tuberculosis is greatest in adoles- 
cence “irrespective of the age when the primary was 
diagnosed.” 

The treatment of a group of patients from whom vari- 
ous strains of atypical acid-fast bacilli had been recov- 
ered was discussed by Daniel E. Jenkins, M.D., of Baylor 
University College of Medicine, Houston, Tex. Treat- 
ment included the use of antituberculosis drugs. Al- 
though many of the organisms showed resistance to the 
drugs prior to the initiation of treatment, Dr. Jenkins 
stated that good results may be expected from a com- 
bination of intensive medical and surgical care of the 
patients. 

Environment plays a more important role than race in 
resistance to tuberculosis, according to papers presented 
at a session on epidemiology. 

On the basis of a study conducted by the Division 
of Tuberculosis Control, New York State Department of 
Health, in mental hospitals in the state where the en- 
vironment is the same for all patients, Julius Katz, M.D., 
stated that “under similar conditions, the Negro is no 
more prone to develop tuberculosis than the white man.” 

In a land where only recently the airplane has sup- 
planted the dogsled as a means of transportation for the 
doctor, tuberculosis rates are affected by overcrowding 
in the home, poverty, poor hygiene, and malnutrition, 
according to W. A. Paddon, M.D., of the Grenfell Mission 
Hospital, North West River, Labrador, Canada. Dr. Pad- 
don said that the most important single step in a program 
that brought the death rate down from 300 to 30 per 100,- 
000 people in a 10-year period, beginning in 1947, was 
winning the confidence of the people, who are Eskimos, 
Indians, and white settlers. 
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Two papers dealt with the air transmission of disease. 
Richard L. Riley, M.D., of The Johns Hopkins University 
School of Hygiene and Public Health, in discussing stud- 
ies being carried out in the Veterans Administration Hos- 
pital in Baltimore, in which the Maryland Tuberculosis 
Association has cooperated, brought out that it has been 
possible to identify patients causing tuberculous infec- 
tion in guinea pigs inhaling air from the patients’ ward 
by matching bacilli isolated from the guinea pigs with 
those from individual patients. 

Ross L. McLean, M.D., of Emory University School of 
Medicine, Atlanta, Ga., reported that the irradiation of 
the upper air of rooms with ultraviolet light had success- 
fully blocked the transmission of the influenza virus dur- 
ing the Asian flu epidemic in 1957. The study was carried 
out in the Veterans Administration Hospital, Livermore, 
Calif. 

The possibility of vaccinating against tuberculosis by 
means of the airborne route was suggested in a paper 
by Gardner Middlebrook, M.D., of the National Jewish 
Hospital at Denver, and Sol Roy Rosenthal, M.D., medi- 
cal director of Research Foundation, Chicago, on a study 
supported in part by a research grant from the NTA. 
The paper was based on experiments in guinea pigs at 
the Denver hospital and trials with human voluntee:s in 
Chicago. 

An average of better than 85 per cent in detecting 
active tuberculosis by the Parlett-Youmans gel diffusion 
serologic test was reported by Robert C. Parlett, M.D., of 
Northwestern University Medical School, co-developer 
with Guy P. Youmans, M.D.., of the test. 

Dr. Parlett reported on a study supported by tuber- 
culosis associations throughout the country and coordi- 
nated by the NTA in which a “blind test” of the serologic 


Emphasizing the im- 
portance of independ- 
ent fund raising and of 
the TB problem, Dr. 
Ernest L. Stebbins (op- 
posite page) addresses 
the keynote session of 
NTA Annual Meeting. 


test was made; that is, the investigators in Chicago tested 
samples of blood without having any information about 
the origin of the sample, which had arrived with a code 
number only. More than 85 per cent of the patients with 
bacteriologically proved tuberculous disease had a posi- 
tive test, according to Dr. Parlett. Of particular signifi- 
cance was the finding that the test was not positive for 
persons with a positive tuberculin test but no clinical 
tuberculosis. This would indicate that the test is a meas- 
ure of present or recent active disease rather than of in- 
fection only. 

New statistical evidence linking smoking and lung can- 
cer and pathological studies supporting the hypothesis 
of a causal relationship between the two were presented 
in a symposium on “Smoke, Smoking, and Chest Dis- 
eases” at the final medical session Wednesday afternoon. 

E. Cuyler Hammond, Sc.D., director of statistical re- 
search, American Cancer Society, said that recent studies 
have shown that “lung cancer death rates are roughly 10 
times as high among cigarette smokers as among non- 
smokers” and that the ratio is even greater for heavy 
cigarette smokers. 

The limitations of statistical studies were pointed out 
by Robert C. Hockett, Ph.D., associate scientific director, 
Tobacco Industry Research Committee, who said that 
the “existence of accidental correlations through one or 
more intermediate factors will always limit the certainty 
with which cause and effect relationships can be deduced 
from such correlations without direct corroboration.” 

A pathologist in the panel, Paul Kotin, M.D., University 
of Southern California School of Medicine, Los Angeles, 
brought out that both smoking and polluted air might be 
indicted in the case of lung cancer. Dean F. Davies, M.D., 
administrator for research on lung cancer, American 
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Cancer Society, estimated that on the basis of existing 
data perhaps three quarters of the cases of lung cancer 
in this country are causally related to smoking. 

The Amberson Lecture, named for J. Burns Amberson, 
Jr., M.D., of New York, N.Y., was delivered by Frank L. 
Horsfall, Jr., M.D., of the Rockefeller Institute for Medi- 
cal Research, New York, N.Y., who spoke on “Virus Infec- 
tions of the Respiratory Tract.” 

Although specific immunization affords “the best and 
most trustworthy means available” for the prevention of 
virus disease, Dr. Horsfall stated that, in view of the 
large number of virus diseases, “to undertake to im- 
munize with a vaccine against each, though feasible in 
theory, would, in practice, be overwhelming.” 

“Because immunity resulting from natural infection 
is generally of higher degree and more enduring than 
that produced by artificial immunization,” he continued, 
“it is questionable if efforts to immunize against many 
virus diseases would be desirable.” 


Nursing Sessions 


The increasing amount of research being done by 
nurses and their collaborators is evidence of the growing 
stature of the nursing profession, according to Mrs. 
Lucile Petry Leone, chief nurse officer of the U. S. Pub- 
lic Health Service, at the session “Research in Nursing.” 
And nurses make good researchers, Mrs. Leone said, 
because they are skilled observers and are interested in 
improving the care of patients. 

She urged nurses to enter into research projects as 
they identify problems and needs in their own working 
situations. She assured them that the help of statistical 
specialists and social and physical scientists can be found 
in universities or other agencies in most communities. 
Mrs. Leone believed that tuberculosis nursing is a par- 
ticularly fertile field for research, because the prolonged 
contact with patients and the specific methods for meas- 
uring healing and well-being provide excellent means 
for evaluating the results of nursing care. 


The Glee Club of the Chicago Association of Commerce and 
Industry provide a fine program of entertainment after 
the Trudeau and Will Ross medal awards on Tuesday night. 


Four skits involving nurse-patient relationships and 
staff conferences were presented at the session “Nursing 
Care—Where Is the Bedside?” by students from Chicago 
schools of nursing. These skits revealed the increasing 
depth of nurse-patient relationships and the responsi- 
bility nurses have for exchanging information with other 
nurses and with other professional workers. 


Public Health Sessions 


“Target—Control” was the over-all theme of the pub- 
lic health sessions this year, several of which were held 
jointly with the nursing sessions. 


The difficulty of defining “control” on the basis of 
any one set of criteria was stressed by the panelists at 
the opening session, “Concepts of Control.” They agreed 
that the eradication of tuberculosis—which would mean 
no deaths, no active cases, no infection—is an impossi- 
bility. They further agreed that goals for control must 
be constantly reset as old ones are achieved and new 
knowledge is acquired. The panel questioned the validity 
of any set of statistical measurements of control, but 
concurred that such statistics might be useful as indica- 
tors of progress. 


New and old successful case-finding activities, and the 
need to coordinate such activities within each com- 
munity and state, were highlighted at the “Patterns for 
Detection” session. Special emphasis was given to the 
responsibility of tuberculosis associations to bring to- 
gether health departments, general hospitals, and medi- 
cal societies to work out an over-all TB case-finding 
program based on the epidemiologic realities of the local 
situation. Panelists recommended that the article “Serv- 
ice Statistics for Tuberculosis Control Programs,” Public 
Health Reports, April, 1959, be used in evaluating case- 
finding programs. 


Tagged as a “cracker barrel” discussion, the “Volun- 
teers Verbalize” session gathered state, local, and national 
board members into groups of ten to exchange ideas on 
mutual problems. Although each group had representa- 
tives from different sections of the United States, the 
majority of problems appeared to be common to all asso- 
ciations. Ideas were exchanged on fund raising, board 
education, personnel problems, extended programs, and 
many other subjects. “An excellent down-to-earth ap- 
proach to the many problems confronted by board mem- 
bers. We need more sessions like this for the lay person,” 
commented one of the participants. 


The need for continued and expanded rehabilitation 
services was stressed by ex-TB patients and rehabilita- 
tion experts at the “Patterns for Supervision” session. 
The panelists emphasized that rehabilitation is not just 
vocational training, but must encompass the diverse in- 
dividual needs of a wide variety of TB patients, such 
as the aged, the alcoholic, and the mentally ill. The 
panelists further emphasized that rehabilitation is not 
the sole professional province of any one group: lay 
persons within the community should also participate in 
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rehabilitation programs to supplement the shortage of 
trained workers. 

Both lay and professional persons should be involved 
in fact finding and legislation, the speakers suggested, 
to better understand and meet the needs of patients in 
the changing TB scene. They also suggested that tuber- 
culosis associations interpret to local physicians the need 
for, and the availability of, rehabilitation services for 
‘the nonhospitalized patient. 

The ways that population changes will affect the 
organizational patterns of health organizations were 
examined at the “Patterns for Organization” session. Ac- 
cording to several speakers, the rapid population growth 
in urban areas, as well as the changing age and racial 
groups living in these areas, will make it increasingly 
difficult for such areas to finance their own TB control 
programs and increasingly necessary for such financing 
to come from communities with a low incidence of the 
disease. 

Several speakers from the fields of sociology and politi- 
cal science reminded the audience of the inefficiencies 
in administrative units—whether voluntary or public— 
that are too small to provide first-class service, and of 
the need for citizens to use the facilities, and participate 
in the political affairs, of their communities. The speakers 
also stressed the need for a sober and objective appraisal 
of ways to increase the efficiency of the organization and 
the role of voluntary health agencies. 

“How to Reach the Hard-to-Reach” was the theme of 
the “Patterns for Education” session, at which Thomas 
E. Roberson, chief of the Special Program Section, U.S. 
Public Health Service, was the principal speaker. Al- 
though no one best approach exists for reaching such 
groups, Mr. Roberson said, several different approaches 
can be helpful. He suggested that we should: 

* Try to determine what the individual’s or group’s 
perception is of us and of the things we want them to do. 

* Analyze our own motivations and try to keep them 
balanced. 

* Not superimpose our own goals and objectives on 
people. 

* Always have faith in people and their ability to help 
themselves. 

¢ Always plan with, not for, people. 

The over-all effect of respiratory diseases on our 
society was highlighted at the session “Enlarging the 
Pattern.” Speakers recommended that tuberculosis asso- 
ciations should begin now to plan and work toward con- 
trolling respiratory diseases as a means of (1) doing a 
better job of TB control, and (2) combatting a major 
public health problem in most American communities. 

Particular attention was devoted to the relationship 
of cigarette smoking and cancer of the lung, and the 
need for sound educational programs on the effect of 
air pollution upon human health. 


General Sessions 


The need for a unified approach to research, using the 
skills of investigators from a variety of scientific disci- 


World health and peace are discussed by Dr. Charles Mayo, 
governor and surgeon of the Mayo Clinic, at the NTA lunch. 


plines, was emphasized by panel members at the Mon- 
day-night session on social research. Various speakers 
stressed the point that purely medical knowledge was 
not enough and that increased knowledge of human 
responses to sickness and medical treatment was neces- 
sary. 

, by the panel and the audience revealed 
concern about a wide variety of matters regarded as 
appropriate for study and investigation by the methods 
of social research. Particular interest centered on the 
social and emotional factors influencing the patient's 
acceptance of treatment and his risk of relapse. Such 
a new and specific problem as getting patients to take 
pills on a daily basis for periods extending into years 
was cited as an example of situations calling for new 
knowledge. 

The “Target—Control” theme of the public health ses- 
sions wound up with a general session, on Thursday 
morning, on “Patterns for Progress.” One of the points 
which panel members debated and on which opinions 
varied was to what extent should expanded program 
be tied to the program of tuberculosis control. All par- 
ticipants agreed that the time was ripe for study and 
experimentation. TB, it was said, would not end sud- 
denly, but gradually and unevenly. One panelist, how- 
ever, believed that expanded programming should start 
with the ex-tuberculosis patient; another reported plans 
for diabetes detection, and a door-to-door survey of 
people over 60 to determine their needs for rehabilitation 
services. The panel emphasized that future TB control 
programs should include more extensive follow-up of 
tuberculin converters and former TB patients than has 
been done in the past. 

The chairman of the panel closed the session by read- 
ing a line from a letter he had received: “Whatever we 
decide to do, let’s not pussyfoot . . . let’s do it with vigor.” 


is a 
ee 
at 
ist 
ut 
a- 
1e 
n- 
or 
ne 
li- | 
ag | 
al 
v- 
lic 
n- 
al 
on | 
he | 
rd 
od 
p- 
m- 
A, 
on 
ta- 
yn. 
ist 
in- 
ch 
he 
10t 
ay 
in 
103 


Medal Winners 


The two highest awards given by the National Tuber- 
culosis Association were presented on Tuesday night, 
May 26, at a general evening session. 

Edith M. Lincoln, M.D., a pediatrician who pioneered 
in the drug treatment of tuberculosis in children, was 
awarded the Trudeau Medal, and Frank A. Craig, M.D., 
a former member of the medical faculty of the University 
of Pennsylvania and a founder of the NTA, who died on 
May 11, was posthumously awarded the Will Ross 
Medal. 

Named for Edward L. Trudeau, M.D., first president 
of the NTA, the Trudeau Medal has been awarded annu- 
ally since 1926 for “the most meritorious contribution on 
the cause, prevention, or treatment of tuberculosis.” 

Dr. Lincoln started the chest clinic of the Children’s 
Medical Service, Bellevue Hospital, New York City, 
in 1922 and served as its chief until her retirement in 
1956. Throughout her career she has been engaged in 
clinical research, part of it supported by Christmas Seal 
grants from the NTA and its affiliates. 

In presenting the award to Dr. Lincoln, W. L. Cooke, 
M.D., of Charleston, West Va., chairman of the Trudeau 
Medal Committee, pointed out that clinical studies under 
her direction had had a profound influence in establish- 
ing the fact that tuberculous meningitis could be cured. 

“In the late 1930’s,” Dr. Cooke said, “studies on the 
chemotherapy of tuberculosis were begun by Dr. Lin- 


_ coln, using Promizole, a synthetic sulfone. Dr. Lincoln 


and her associates added streptomycin to her studies 
shortly after it was introduced, and they were soon en- 


_ gaged in trials of Promizole and streptomycin independ- 


ently and in combination in the treatment of acute forms 
of tuberculosis in children. These investigations were 
among the most influential of the well-known studies 
that established the value of these drugs in the therapy 
of miliary tuberculosis and tuberculous meningitis in 
children.” 


Following the introduction of isoniazid, in 1952, Dr. 


Dr. W. L. Cooke presents the Trudeau Medal to Dr. Edith 
M. Lincoln—the fourth woman to receive this high award. 


Cooke stated that Dr. Lincoln had enlarged her pro- 
gram to include a series of studies with this drug. She 
was one of the first to note that children with primary 
tuberculosis treated with isoniazid seldom, if ever, de- 
veloped tuberculous meningitis. This had not been true 
of streptomycin. 

Among the studies by Dr. Lincoln supported by 
Christmas Seal funds is a long-term follow-up of children 
with primary tuberculosis first observed at Bellevue prior 
to the advent of drugs. Through this study, she has 
shown that adolescence is the “danger age” for the de- 
velopment of chronic tuberculosis in children who have 
had first-infection tuberculosis early in life. 

The Will Ross Medal, established in 1952 in memory 
of a former NTA president, for “outstanding contribu- 
tions to the tuberculosis control movement,” was ac- 
cepted by Julius L. Wilson, M.D., director of the Henry 
Phipps Institute in Philadelphia, on behalf of the family 
of the late Dr. Craig. 

Dr. Craig had been informed of the award before he 
was taken ill and had prepared an acceptance speech, 
which was read by Dr. Wilson. In presenting the medal, 
J. Burns Amberson, M.D., director of the New York 
Tuberculosis and Health Association, cited Dr. Craig’s 
long and distinguished service in the cause of tuber- 
culosis control. 

Dr. Craig had been a member of the staff of the Henry 
Phipps Institute from its opening, in 1903, until 1954. 
In 1906, he joined the staff of White Haven Sanatorium, 
Luzerne County, Pa., and was elected president and 
medical director in 1935, which positions he held until 
1946. 

Last December, Dr. Craig received the annual award 
of the Philadelphia Tuberculosis and Health Association 
“for a lifetime of outstanding work in tuberculosis con- 
trol.” In addition to being one of the founders of the 
NTA, Dr. Craig was a member of the boards of both the 
Philadelphia Tuberculosis and Health Association and 
of the Pennsylvania Tuberculosis and Health Society. 


Dr. Julius Wilson (right) accepts Will Ross Medal in behalf 
of the late Dr. Frank Craig from Dr. J. Burns Amberson. 
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Looking forward to 1960 are 
the three presidents-elect: 
Dr. William Tucker (ATS), 
Herbert C. De Young (NTA), 
C. Scott Venabie (NCTW). 


New Officers Committee. Active in the Tuberculosis Institute of Chi- 

- H. McLeod Riggins, M.D., of New York City, took cago and Cook County since 1936, Mr. De Young served 
? i i 1946 to 1956. 
on- office as president of the National Tuberculosis Associa- Ei as G 1 
the tion at the first meeting of the new Board of Directors, L f the U bli 
the on May 29. Roger S. Mitchell, M.D., of Denver, Colo. 
Washington, D.C., were elected honorary vice presidents. 

ind took office as president of the American Trudeau Society, ; 

and Alfred E. Kessler, of Indianapolis, Ind., took office F Other officers elected were John H. Biddle, of Hunt- 

as president of the National Conference of Tuberculosis ingdon, Pa., and H. Corwin Hinshaw, M.D., of San 
valf Workers, on May 26. Francisco, Calif., vice presidents; Mrs. Wallace B. White, 
ea Herbert C. De Young, of Chicago, was named NTA of Brooklyn, N.Y., secretary; and J. D. Colman, of New 

president-elect; William B. Tucker, M.D., of Washing- York, N.Y., treasurer. 


ton, D.C., was named ATS president-elect; and C. Scott 
Venable, of Raleigh, N.C., was named president-elect 
of the NCTW. 

NTA Officers: Dr. Riggins is associate clinical professor 
of medicine, College of Physicians and Surgeons, Colum- 
bia University, New York City. A native of North Caro- 
lina, Dr. Riggins obtained his medical degree at Jefferson 
Medical College, Philadelphia. He is a past president 
of the ATS and a member of the board of the New York 
Tuberculosis and Health Association. 

President-elect De Young is a member of the Chicago 
law firm of Miller, Gorham, Wescott & Adams. He has 
been a member of the NTA Board of Directors since 
1947 and of the Executive Committee since 1956. For 
the past year, he has been chairman of the NTA Policy 


In addition to the officers, the Executive Committee 
will be composed of Mario M. Fischer, M.D., of Duluth, 
Minn., immediate past president; Roger S. Mitchell, 
M.D., of Denver, Colo., ATS president; John F. Gardiner, 
M.D., of Omaha, Neb.; Wendell L. Van Loan, of Cor- 
vallis, Ore.; W. Roderick Brown, M.D., of Pittsburgh, 
Pa.; John C. Harrison, of Helena, Mont.; Elliott Menden- 
hall, M.D., of Dallas, Texas; and Joe K. White, of 
Noblesville, Ind. 


ATS Officers: The new ATS president, Dr. Mitchell, is 
associate professor of medicine, University of Colorado 
School of Medicine, Denver, and director of the Colo- 
rado Foundation for Research in Tuberculosis. Formerly, 
he was associate medical director and later clinical direc- 
tor of the Trudeau Sanatorium, Saranac Lake, N.Y. He 
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To show their appre- | 
ciation of Frank Web- 
ster's seven years of 
service as executive 
secretary of the ATS, 
Dr. Daniel Jenkins, 
outgoing ATS presi- 
dent, presents him 
with a watch and a 
scroll personally con- 
tributed by members 
of the ATS, at its 
business lunch, May 26. 


received his M.D. from Harvard University Medical 
School. 

President-elect Tucker is director of the Tuberculosis 
Service, Veterans Administration, Washington, D.C. 
From 1936 to 1947, he served successively at the Univer- 
sity of Chicago as assistant in medicine, instructor in 
medicine, and assistant professor of medicine. In 1947 
Dr. Tucker went to the University of Minnesota as an as- 
sociate professor of medicine and became professor of 
medicine in 1951. From 1954 to 1956 Dr. Tucker was 
chief of the Pulmonary Disease Service of the VA Hos- 
pital in Durham, N.C., and professor of medicine at 
Duke University. 


LLETIN BRIEFS 


Other officers elected were William R. Barclay, M.D., 
of the University of Chicago, vice president; Frederick 
C. Warring, Jr., M.D., of Shelton, Conn., secretary- 
treasurer; and Sumner S. Cohen, M.D., of Minneapolis, 
Minn.; M. Eugene Flipse, M.D., of Miami, Fla.; H. Wil- 
liam Harris, M.D., of Salt Lake City, Utah; Charles A. 
LeMaistre, M.D., of Atlanta, Ga.; and Cedric Northrop, 
M.D., of Seattle, Wash., councilors-at-large. 

NCTW Officers: Mr. Kessler, the new president, has 
been executive secretary of the Marion County (Indian- 
apolis, Ind.) Tuberculosis Association since 1947. For- 
merly, he served as executive secretary of the Denver 
(Colo.) Tuberculosis Society, health education secretary 
of the Buffalo and Erie County (N.Y.) Tuberculosis 
Association, and health education director of the Queens- 
boro (N.Y.) Tuberculosis and Health Association. 

Mr. Venable, the new president-elect, is executive 
director of the North Carolina Tuberculosis Association. 
Formerly he served as field consultant for the associa- 
tion. Mr. Venable has acted as an NCTW representative 
on the NTA Christmas Seal and Grants-in-Aid Com- 
mittees, and is secretary-treasurer of the Southern Tuber- 
culosis Conference. 

Other officers elected were secretary-treasurer, Wil- 
liam A. Parker, executive secretary, Arlington (Va.) 
Tuberculosis Association; and members of the Govern- 
ing Council, John E. Egdorf, executive director, Tuber- 
culosis Institute of Chicago and Cook County, Chicago; 
William J. Pfeifer, executive secretary, Heart of America 
Tuberculosis Association, Kansas City, Mo.; Ruby Bun- 
nell, executive secretary, Marion County (Ore.) Tuber- 
culosis and Health Association; and Floyd M. Feldmann, 
M.D., director of research, NTA, New York, N.Y. 


committed themselves to a minimum of 
one day a month, and six are available 
on call. As a result, the program depart- 
ment will have the help of from one to 
four volunteers every : of the month. 
The Volunteer Corps’ skills include 
typing, switchboard operation, and 
mimeographing, which will release valu- 


The four regienal tuberculosis confer- 
ences will be held this fall as follows: 
Southern Tuberculosis Conference, Sept. 
30-Oct. 2, Bueno Vista Hotel, Biloxi, 
Miss. Mississippi Valley Conference, Oct. 
8-10, St. Nicholas Hotel, Springfield, Ill. 
New England Conference, Sept. 13-15, 
Mayflower Hotel, Plymouth, Mass. West- 
ern Conference, Sept. 23-26, Antlers 
Hotel, Colorado Springs, Colo. 


Joint industrial health program. Sparked 
by the Tuberculosis and Health Society 
of Wayne County (Detroit, Mich.), 14 
health agencies and 9 Detroit industrial 
firms are providing an industrial health 
education program for 8,000 workers. 
The program includes distributing health 
literature in pay envelopes or at the plant 
door, posting eye-catching educational 
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materials on bulletin boards, showing 
health films to employees during lunch 
hour or on company time, and providing 
speakers at safety and other employee 
meetings. The purpose of the project is 
twofold: (1) to make workers more aware 
of health problems and what to do about 
them and (2) to help firms realize that 
healthy employees are a financial asset. 


Year-round volunteers. A limited budget, 
plus the fine response from volunteers 
during the Christmas Seal Sale, encour- 
aged the Hudson County (N.J.) Tuber- 
culosis and Health League to seek year- 
round volunteers to expand its program 
activities. When the association sent out 
a call for members of its new Volunteer 
Corps, it hoped to get six to ten persons. 
Instead, to date, 17 volunteers have 


able staff time to develop new projects. 


TB yearbook goes to Russia. At the re- 
quest of Leona Baumgartner, M.D., com- 
missioner of health for New York City, 
six copies of Tuberculosis in New York 
City in 1957 will be sent to a few 
selected public health administrators in 
the Soviet Union. Anthony Lowell, 
association statistician, is the author of 
the book. Because Dr. Baumgartner was 
impressed by the lack of statistical data 
on public health problems during her 
recent visit to Russia, she is sending a 
group of publications to public health 
officials in that country to show how 
public and voluntary agencies here pre- 
pare information essential for guiding 
public health programs. 
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Ax attempt to define what is meant 
by relapse in tuberculosis unearths 
conflicting thoughts and ideas. How- 
ever, a fairly common denominator 
of thinking clarifies relapse as being 
either bacteriologic, with the reap- 
pearance of tubercle bacilli by culture 
or animal inoculation, or radiologic, 


‘with visible X-ray extension of dis- 


ease, or both. 

It may be difficult to determine 
when progressive tuberculosis ends 
and a relapse begins. However, one 
suspects that after a reasonable period 
of successful therapy, measured prob- 
ably in months, a satisfactory end 
point of improvement should be 
reached—a negative sputum and a 
stable X-ray. Beyond such a satisfac- 
tory improvement, the reappearance 
of bacilli, with or without X-ray evi- 
dence of spread of disease, must be 
accepted as evidence that reactiva- 
tion or relapse has occurred. 

It is well known that a relapse of 
tuberculosis may never occur follow- 
ing initial successful treatment, and 
in minimal disease, relapse is an un- 
usual occurrence. However, months 
or years of inactive tuberculosis may 
be followed by a relapse, occurring 
more often the more advanced the 
original disease. 

The determination of relapse is not 
always easy. It should be emphasized 
that cultural evidence of relapse is the 
only acceptable proof that it exists. 
Radiologic evidence of spread, with- 
out bacteriologic proof, should be re- 
garded skeptically. Many nontuber- 
culous lesions of the lungs have an 
X-ray similarity to tuberculosis, and 
by themselves may be quite indis- 
tinguishable from it on X-ray. Such 
conditions include both viral and bac- 
terial pneumonias, fungus infections, 
diseases due to atypical acid-fast or- 
ganisms, and, especially, early carci- 
noma of the lung. 

Thus it is essential that the specific 
organism should, if possible, be iso- 
lated and identified. If the organism is 
not found in a suspicious radiologic 
relapse, there should be a high index 
of suspicion concerning superimposed 
cancer of the lung, especially in those 
over 40 years of age. For these two 
diseases, cancer and tuberculosis, are 
running a closely parallel course of 


Can Prevent 
Relapse Tuberculosis? 


By Theodore L. Badger, M.D. 


incidence and are seen in increasing 
frequency past the age of 40, espe- 
cially in men. 

Relapse in tuberculosis may be due 
to many factors, but statistically it is 
an index of the success or failure of 
both diagnosis and treatment: the 
less accurate the bacteriologic studies, 
the more uncertain is the patient's 
status, and the poorer the results of 
treatment, the higher the incidence 
of relapse. 

Some years ago it was well shown 
by James W. Raleigh, M.D., that once 
having obtained a negative bacteri- 
ology in treatment, the more advanced 
the disease at the time, and the more 
cavitary it was, the higher was the 
subsequent relapse and mortality. 
Newer concepts of successful treat- 
ment have appeared with the almost 
universal use of isoniazid in initial 
therapy. Today we speak of “open- 
negative cavities,” meaning persistent 
cavities from which no tubercle bacilli 
can be obtained. Whether these cavi- 
ties will remain open with safety and 
without relapse only time will tell, 
but the presence or absence of bacilli 
in such lesions will affect prognosis 
and relapse and are thus dependent 
on most skillful bacteriologic cultural 
techniques. 

It is wise to be practical about those 
matters that concern the detection of 
relapse. Bacteriologically we are de- 
pendent upon the most expert and 
modern methods of isolating the 
tubercle bacillus. It is to be remem- 
bered that rural America, to say 
nothing of urban areas, is not yet 
endowed with the sophisticated skills 
in laboratory work available to the 
large medical centers. Confidence con- 
cerning the presence or absence of 


tubercle bacilli in a given lesion is had 
only by the competent bacteriologist. 
Determinations of activity. or inac- 
tivity, or the negativity of an open 
cavity, must be regarded with caution 
and skepticism wherever sound bac- 
teriologic methods are not available. 
Where these are not available, the 
open cavity had best be closed by 
treatment or removed by surgery to 
prevent relapse. 

Today, according to the U.S. Public 
Health Service studies, nearly one- 
half, or 45 per cent, of all active cases 
of tuberculosis are cared for in the 
home, rather than in the sanatorium. 
This means that they are under the 
care of a public health clinic, a com- 
munity hospital outpatient depart- 
ment, or a private physician, be he 
internist, general practitioner, or tho- 
racic physician. This implies varied 
skills in and knowledge of the modern 
treatment of tuberculosis. It often 
means inadequate resources for the 
bacteriologic follow-up for both pri- 
mary treatment and relapses. There- 
fore, the end point of successful initial 
drug treatment is more difficult to 
ascertain, and the certainty of bacteri- 
ologic remission or relapse is less 
definitive. 

Inasmuch as relapse, to a large de- 
gree, is a reflection of our failures in 
treatment, of our lack of success in 
therapy—whether medical or surgical 
in approach—let us consider some of 
the causes for treatment failures, and 
some of the factors that set the stage 
for a relapse or a breakdown, be it 
an initial or a retreatment case. When 
all appears to be going well with the 
disease process, why does it relapse? 

1. First of all and probably most 
important are the initial factors of an 
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inadequate dosage of drugs or an ade- 
quate dosage for an insufficient length 
of time. Time and space do not allow 
much discussion of this point. Suffice 
it to say that isoniazid has been shown 
to have “the edge” on all other drugs, 
whether by itself or in combination. 
Furthermore, the longer the duration 
of drug coverage, the better the re- 
sults of treatment and the lower the 
relapse rate. Probably never less than 
a year of uninterrupted drug treat- 
ment is needed no matter how mini- 
mal the disease—and two to three 
years may be necessary the more ad- 
vanced the disease. What about the 
risk of relapse after long-term, unin- 
terrupted, and supposedly adequate 
therapy? Again, only time will tell, 
and the answer is not yet known. 

2. Failure to take treatment by the 
recalcitrant and stubborn patient is 
not only a cause for relapse, but one 
of the greatest sources of contact in- 
fection. These patients are irrespon- 
sible regarding relapse or the protec- 
tion of others. 

8. Sensitivities and intolerance to 
antituberculous drugs may precipitate 
relapse by preventing truly adequate 
therapy. Desensitization usually can 
be carried out successfully with pa- 
tience, but a few individuals will 
never be able to take one or more of 
the major drugs. These patients must 
therefore resort to the old-fashioned 
cure of prolonged bed rest and surg- 
ery, with inferior combinations of 
drugs. 

4. Inactivation and destruction of 
isoniazid and PAS within the body by 
a small percentage of individuals may 
precipitate treatment failures or in- 
duce the likelihood of relapse. 

5. Organisms that become drug 
resistant during treatment may induce 
relapse unless other effective drugs 
can be substituted. 

6. Pulmonary lesions, indistinguish- 


able from tuberculosis, may be caused 
by atypical acid-fast nontuberculous 
organisms, relatively or completely 
resistant to antituberculous drugs. 
Therefore, initial identification bac- 
teriologically of typical versus atypical 
organisms as the cause of disease will 
do much to clarify those cases that 
prove unresponsive to antituberculous 
drugs. 

7. Constitutional susceptibility, or 
lack of resistance to tuberculosis—that 
elusive and nebulous quality of human 
frailty—may rarely be identified as a 
cause of treatment failure and relapse. 
It must be, however, a potent factor 
when good, combined drug therapy 
fails in initial treatment cases. 

8. Last but not least as a cause of 
treatment failures and relapse may be 
the absence of rest, or just too active 
a life, in this frenetic age. Again, space 
does not permit an adequate discus- 
sion of this fascinating subject. The 
answer to how much or how little rest 
is needed in the treatment of tubercu- 
losis will probably never be known. 

The modern doctor indoctrinated 
only in the chemotherapy and surgery 
of tuberculosis will give little con- 
sideration to rest in the treatment of 
this disease. A distinction should be 
made, however, between bed rest and 
rest inherent in prolonged institu- 
tional care. In minimal or in moder- 
ately advanced noncavitary disease, 
bed rest as such may be unnecessary 
with modern drugs. But rest is “built 
in” in institutional care and proper 
home care, and our wise clinicians 
are probably not far off the beam in 
recording its extraordinary efficacy in 
acute symptomatic tuberculosis and in 
cavity closure. 

For half a century in the prechemo- 
therapy era, bed rest was the best 
treatment available. Today it remains 
useful and essential in a modified way 
in addition to drugs. If cavity closure 


Dr. Badger is chief, Medical Thoracic Clinic, Boston City 
Hospital; assistant clinical professor of medicine, Harvard 
Medical School; and consultant in diseases of the lungs, Vet- 
erans Administration Hospitals, Boston. He was president of 
the American Trudeau Society in 1957-58 and is a member of 
the Board of Directors of the National Tuberculosis Associa- 
tion. He received his medical degree from Harvard Uni- 
versity. Dr. Badger's articie was solicited by the Committee 
on Medical Public Relations of the American Trudeau Society. 


is the aim of treatment (in spite of 
all the talk about open-negative cavi- 
ties); if cavity closure is the logical 
result of treatment, and there is reason 
to believe it should be; then more 
carefully controlled studies of the 
effect of bed rest, or institutional care 
as compared with unrestricted activ- 
ity, should be carried out along with 
adequate chemotherapy. 


Say what we like, be as scientific 
as we wish, the patients who are still 
relapsing with tuberculosis with or 
without having completed adequate 
standard regimens of drugs are those 
who are living beyond their physical 
and nervous resources. They are those 
who need more rest and less fatigue 
each day, in spite of drugs. Even- 
tually the wear and tear of fatigue 
breaks down the body defenses, or 
so it would seem, producing the un- 
suspected relapse. 


Let’s not deceive ourselves into be- 
lieving that drugs and surgery are 
always enough for the lasting cure 
of tuberculosis even in the minimal 
noncavitary case. Until a drug that is 
truly bacteriocidal for the tubercle 
bacillus is found, old lesions may har- 
bor smouldering organisms whose 
sensitivity to drugs is not known, and 
whose potentialities for reactivation 
and relapse may be enhanced by 
many factors. 


Let us regard our treatment fail- 
ures with a critical eye. Let us review 
our relapses with the intent of fathom- 
ing their causes for the prevention 
of relapse in others. Drugs are our 
most important weapon in the pre- 
vention of relapse. Thoracic surgery 
may be an indispensable adjunct to 
chemotherapy in the management and 
prevention of relapse, but the kind 
of life our patients lead may pre- 
serve or destroy the body defenses 
against tuberculosis. Fatigue may be 
the factor that turns the tide against 
the patient in the never-ending host- 
parasite battle with the tubercle bacil- 
lus as long as living organisms remain 
in the body. If drugs can be shown 
to control the prevention of relapse, 
all is well; but if not, then our tuber- 
culous patients must be taught to live 
within their physical resources as the 
best prevention of any breakdown of 
their disease. 
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THE NONHOSPITALIZED PATIENT 


a report on a state-wide study in Rhode Island 


Frurrrun studies are apt to lead to 
two things: further intensified inves- 
tigation of the gaps revealed and con- 
structive action to fill these gaps. 
Rhode Island’s 1957 state-wide study 
of all existing facilities for the tuber- 
culous patient led to both. 

Conducted by the Rhode Island 
Tuberculosis and Health Association 
and the National Tuberculosis Asso- 
ciation, the study showed that approx- 
imately 60 per cent of the state’s active 
tuberculosis patients were not hos- 
pitalized, and raised questions about 
the type of care they were receiving. 

As a result, the association’s execu- 
tive director, Miss Jean C. MacCori- 
son, enlisted the help of the Rhode 
Island Division of Tuberculosis Con- 
trol in jointly sponsoring a study of 
the state’s nonhospitalized TB pa- 
tients—the first such study to be con- 
ducted on a state-wide basis. Since the 
U.S. Public Health Service had wide 
experience with this type of survey, 
its support was also secured. 

Preliminary planning involved both 
sponsoring agencies and the PHS, 
represented by statistical and nursing 
consultants. Official approval of the 
Rhode Island Medical Society was 
readily forthcoming: in the words of 
the president, such a survey was “not 
only desirable, but of immediate con- 
sequence to the health of the people 
of Rhode Island.” 

The association made funds avail- 
able for employing additional per- 
sonnel, namely a public health nurse 
and a clerk. Miss Marguerite M. Mar- 
tin, the association’s program consult- 
ant, was actively involved in the day- 
to-day work on the study. 

As set forth in a schedule outlined 


for all cooperating workers, the pur- 
pose was to learn “more about the 
clinical status, medical supervision, 
and work recommendations of the 
nonhospitalized tuberculosis patients, 
as well as all nursing and social serv- 
ices being utilized by them. This in- 
formation will serve as a basis for 
determining how existing facilities 
and services can be better utilized, 
and what, if any, additional treat- 
ment and rehabilitation facilities are 
needed.” 

Cases for study fell into three 
groups: (1) active, (2) activity un- 
determined but probably active, and 
(3) inactive with chemotherapy pre- 
scribed. 

Cooperation was sought from pub- 
lic health nursing agencies, health 
departments conducting a_tubercu- 
losis nursing program, health officers 
in the state Department of Health, 
district health units, the state medical 
society, the medical director of the 
Division of Public Assistance, the De- 
partment of Social Welfare, and all 
registered physicians and osteopaths. 

A PHS sample patient schedule 
served as a guide in drawing up the 
study questionnaire, but was revised 
to list only items meaningful for 
Rhode Island. Chief areas included 
identifying characteristics; first and 
latest diagnostic information; hospi- 
talization history; current medical 
supervision; medical, school, and work 
recommendations; and nursing and 
social services. 

To facilitate organization and gath- 


By Marjorie W. Hart 


ering of information, the state was 
divided arbitrarily into four districts— 
metropolitan Providence and _ three 
regional areas. 

The study was launched in October, 
1957, with a series of orientation ses- 
sions for public health nurses of the 
four districts, conducted by the Divi- 
sion of Tuberculosis Control with 
assistance from the PHS. A “study 
date” of October 1, 1957, was estab- 
lished, so that information would re- 
flect the situation as it existed at a 
specific time. January 1, 1958, was 
named “cutoff date,” by which time 
completed questionnaires were to be 
submitted to the central office. 

The “inquiring reporters” were 
nurses from visiting nurse associations 
and from health departments. Data 
came from nursing records, hospitals, 
clinics, physicians, health and social 
agencies. 

Exacting criteria were established 
for those cases qualified for the study. 
However, considerable latitude was 
allowed in interpreting these criteria 
in the original selection of cases, so 
that all patients who seemed to qual- 
ify were included. Selection was based 
on a review of the Division of Tuber- 
culosis Control's central case register. 

The 662 cases originally selected 
were ultimately cut to 257, or just 
under 40 per cent. The 405 removed 
failed to meet the criteria upon sub- 
sequent investigation. More than half 
of them were found to be inactive 
and not known to be on drug therapy. 
Other reasons for excluding them 
were death, latest diagnostic informa- 
tion over five years old, activity un- 
determined or unknown, diagnosis 
changed to nontuberculous, etc. 
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After careful editing, the schedules 
were coded to permit recording of all 
information in the necessary detail. 

Like all studies, ours revealed both 
good and bad. On the good side of 
the ledger, 62 per cent of the known 
significant cases were currently hos- 
pitalized, although over 70 per cent 
had been in an advanced stage of 
disease on admission. Almost all pa- 
tients at home with drug recommenda- 
tions were believed to be following 
them. Eighty per cent of patients at 
home had had one or more nursing 
visits during the six months prior to 
study date. 

But our concern must be with the 
other side, the areas which demand 
remedial action. Two of the most sig- 
nificant revelations were that one- 
third of the active cases at home were 
under no or unknown medical super- 
vision, and that more than half the 
active cases at home had had no 
bacteriological examination for six 
months or more prior to the study. 
(One-third of these had been posi- 
tive on last examination. ) The percen- 
tage with no or unknown medical 
supervision was about twice that of 
the national average of 17 per cent, 
as reported by the PHS. 

About 89 per cent of the patients 
at home classified as presumably ac- 
tive (with latest medical examination 
over one year ago) were in the ad- 
vanced stages of disease on last re- 
port. In addition to the 53 per cent 
cited above as having had no bac- 
teriological report in the past six 
months, another 29 per cent were at 
home with a recent positive sputum. 

While 80 per cent of the active 
patients at home had been previously 
hospitalized, a large proportion had 
remained hospitalized only a short 
time and had left the hospital with 
active disease and against medical 
advice. Of the patients at home who 


sorority. 


had been discharged as active, 72 
per cent were still active. 

Only one-third were found to have 
home situations conducive to ade- 
quate care of the patient and protec- 
tion of his family and the public. Only 
40 per cent of the active cases had 
drug therapy currently recommended; 
the remainder had either no or un- 
known treatment recommendations. 

One-fifth of the patients at home, 
over 60 per cent of whom had active 
or presumably active disease, had re- 
ceived no nursing service; the major- 
ity of these had never been referred 
to nursing service, or had been re- 
ferred too recently to have received 
service. In other cases, the physician 
had requested that no service be 
given. 

Exactly half the patients at home 
had one or more social problems re- 
corded, and less than half of these 
had received any service for these 
problems. 


Varied Needs Revealed 


More pertinent than a detailed re- 
view of further findings are the rec- 
ommendations that came from the 
study. We cite only a few, to indicate 
the varied needs brought to light: 

1. Closer cooperation is urgently 
needed between the Division of Tu- 
berculosis Control and supervising 
medical authorities for the periodic 
interchange of information about tu- 
berculosis patients. 

2. X-ray and laboratory facilities 
should be used more frequently. 

3. Every patient with a new diag- 
nosis of active tuberculosis should 
have a period of hospitalization of 
sufficient duration to insure proper 
control of his disease. 

4. Treatment facilities for tuber- 
culous patients should be made avail- 
able by outpatient departments of 
general hospitals. 


Mrs. Hart has been public relations consultant for the 
Rhode Island Tuberculosis and Health Association since 1956. 
She formerly was a reporter on a Cleveland newspaper, served 
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and Luxembourg during World War Il, and did public rela- 
tions work in New York City for six years after the war. Mrs. 
Hart is a graduate of the University of Michigan and a 
member of Theta Sigma Phi, national honorary journalism 


5. Every newly reported patient 
with active tuberculosis and his fam- 
ily should be visited by a public 
health nurse. 

6. Nursing agencies should provide 
inservice education in tuberculosis 
nursing. 

7. The possibility should be ex- 
plored of making the state sanatorium 
available to schools of nursing for an 
affiliation in tuberculosis nursing. 

8. Efforts should be increased to 
reduce the large numbers of “against 
medical advice” discharges. 

9. Medical indigence of the tuber- 
culous patient and his family should 
be studied to determine whether or 
not medical services and drugs are 
available to all who need them. 

10. Rehabilitation services for the 
nonhospitalized tuberculous patient 
should be used more frequently. 

In a period when many people need 
reminding that tuberculosis is not 
licked, calling public attention to such 
a report by the press, radio, and tele- 
vision is of inestimable value. Rhode 
Island’s study got splendid “play” in 
the lay press as well as in the state 
medical society's official organ. 

Through the Christmas Seal Sale, 
the association financed publication of 
the 89-page report in October, 1958, 
and sent it to all physicians known 
to be treating tuberculous patients, 
public health nursing groups, and 
many official and voluntary health and 
welfare agencies to whom it is of 
particular significance. In all, the asso- 
ciation spent about $6,700 on the 
study. 

Action quickly followed publication 
of the report. Public health nurses 
have held a series of regional meetings 
with the association and the Division 
of Tuberculosis Control to discuss its 
implications. Other recommendations 
are under study by the groups directly 
involved. 

As Miss MacCorison has pointed 
out, these are good beginnings, but 
only that. Improving the entire state 
tuberculosis control program in con- 
formity with the report will be a 
matter of hard work by everyone con- 
cerned for many months to come. 
But we have set the sights: with our 
combined efforts the goal can be 
reached. 


‘ 
> 
Wy 
pan 
110 


How TB Associations 


An analysis of expenditures during 
fiscal 1956-57 by the National Tuber- 
culosis Association and its constituent 
and affiliated associations shows that 
approximately $244,000 was spent on 
scholarships or fellowships in the 
fields of medicine, nursing, health 
education, and rehabilitation. Of this 
amount, $168,098 was given directly 
for these purposes by constituent and 
affiliated associations. The remainder 
of $75,973 was from funds of the NTA 
and the American Trudeau Society. 

Analysis of the $168,098 spent in 
support of education by constituent 
and affiliated associations shows that 
scholarships for nursing students ac- 
counted for the greatest amount of 
money, with medical and health edu- 
cation receiving the next largest, and 
approximately equal, amounts. Schol- 
arships in the field of rehabilitation 
received about 9 per cent of the total 
spent. Contributions of the American 
Trudeau Society and the NTA were 
mainly in the field of medical re- 
search and teaching resident fellow- 
ships, although more than 15 per cent 
was spent on supporting educational 
training of persons in the field of 
health education. 

Of the 55 constituent associations 
reporting, twelve reported that no 
money was spent in their areas on 
scholarships. Twelve other consti- 
tuents stated that funds spent in their 
states on such activities amounted to 
less than $1,000. Contributions of 21 
constituents, and/or their locals, 
ranged from $1,000 to $5,000. Six con- 
stituent associations stated that be- 
tween $5,000 and $10,000 was given in 
their respective states, and four 
stated that support of scholarships ex- 
ceeded $10,000. These latter states 
were California, Connecticut, New 
York (SCAA), and Pennsylvania. In 
Connecticut, almost the entire amount 
of $14,774 was spent on nursing edu- 
cation, whereas in New York State 
more than 70 per cent went for schol- 
arships in the field of medicine. In 
California more than two-thirds of the 
amount spent on scholarships was 


Support Professional Training 


divided between medicine and nurs- 
ing, with over $5,000 given for reha- 
bilitation. On the other hand, almost 
$8,000 of the $10,929 in Pennsylvania 
was devoted to scholarships in health 
education, and most of the residue on 
rehabilitation. 

The majority of associations which 
granted scholarships spent under $250. 
Two local associations —in Alameda 
and Los Angeles Counties, in Califor- 
nia—gave $5,000 or more in scholar- 
ships. Two constituent associations— 
SCAA and New York City—each con- 
tributed at least this amount from 
their funds. 

Not only does nursing education 
receive the largest amount of money 
of the four fields, but it is by far the 
most popular type of scholarship in 
terms of the number of contributing 
associations. A total of 156 associa- 
tions gave money for nursing scholar- 
ships, contrasted with 100 for health 
education, 29 for medical education, 
and 24 for rehabilitation. However, 
the amount of the average expendi- 
ture for all scholarships, except those 
in medical education, was small. Only 
15 per cent of the contributing 
associations gave $500 or more in 
scholarships in nursing and/or health 


education, and only five of the 24 as- 
sociations giving rehabilitation schol- 
arships gave this amount or over. In 
medical education, however, four of 
the 29 associations gave sums in ex- 
cess of $5,000. 

Although funds for conferences and 
institutes held by tuberculosis asso- 
ciations were excluded from. this 
tabulation, money given to institutions 
for specific workshops or courses were 
included. Scholarships in medical edu- 
cation included fellowship and post- 
graduate courses and conferences; 
nursing scholarships included basic 
and postgraduate training, as well as 
short courses in tuberculosis nursing. 
Public health administration was in- 
cluded in the field of health education. 
Scholarships in psychology, occupa- 
tional therapy, and social work were 
included in the category of rehabilita- 
tion. 

The sum of $168,098 spent in 1956- 
1957 on scholarships by state and local 
tuberculosis associations represents 
less than one per cent of their ex- 
penditures in that year. However, this ° 
sum may represent an underestimate, 
due to the fact that information on 
expenditures of all locals may not 
have been completely reported. 


The scene at left took 
place more than 500 times 
at the  tuberculin-testing 
station of the "A Yearly 
P.E. for Every M.D." ex- 
hibit at the Annual Confer- 
ence of the American 
Academy of General Prac- 
tice, held in San Francisco 
April 6-9. Of the 610 per- 
sons taking the physical ex- 
amination, 580 had chest 
X-rays in addition to the 
more than 500 tuberculin 
tested. The X-ray and tu- 
berculin-testing service was 
cosponsored by the Na- 
tional Tuberculosis Asso- 
ciation, the American Tru- 
deau Society, the Califor- 
nia Tuberculosis and Health 
Association, and the Cali- 
fornia. Trudeau Society. 
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Frank A. Craig, M.D., a founder of 
the National Tuberculosis Association 
and a former member of the medical 
faculty of the University of Pennsyl- 
vania, died on May lI, at 82. Dr. 
Craig was posthumously awarded the 
Will Ross Medal at the NTA Annual 
Meeting this year (see page 104. 


Mrs. Edna A. McKown has been 
appointed executive secretary of the 
Scott County (Iowa) Tuberculosis and 
Health Association, succeeding Miss 
Alice M. Decker, who recently re- 
signed. Mrs. McKown has served on 
the association’s board of directors for 
the past two years. 


Stanley Zimering, formerly health 
education consultant for the Pennsyl- 
vania Tuberculosis and Health So- 
ciety, has been named executive 
secretary of the Westmoreland (Pa.) 
Public Health Association. 


Mrs. Dorothea W. Hoch has re- 
signed as executive secretary of the 
Clinton County (Pa.) Tuberculosis 
and Health Society, effective June 1. 
She will be succeeded by Mrs. James 
A. Hunter. 


N. Stanley Lincoln, M.D., formerly 
director of the Hermann M. Biggs 
Memorial Hospital, Ithaca, N.Y., has 
succeeded Leo V. Schneider, M.D., 
as chief of the Tuberculosis Control 
Unit of the Veterans Administration. 
Dr. Lincoln is also chief of Training 
and Standards in the Tuberculosis 


Service of the VA, a position he has 
held for the past year. Dr. Schneider, 
who was head of the Tuberculosis 
Control Unit for 11 years, has retired. 


Arnold A. Pleyte, M.D., retired 
medical director of the Wisconsin 
Anti- Tuberculosis Association and 
winner of the 1958 Dearholt Medal, 
has been appointed medical director 
of the Middle River Sanatorium and 
the Douglas County General Hospi- 
tal, in Wisconsin. 


Mrs. Logan Houck, who has been 
an active volunteer in local civic and 
church affairs, has been appointed 
executive director of the Indiana 
County (Pa.) Tuberculosis and Health 
Society. 


Nathan Ralph, M.D., has been ap- 
pointed medical director of the De- 
borah Sanatorium and Hospital, 
Browns Mills, N. J., succeeding Jacob 
Segal, M.D., who is retiring. Dr. Ralph 
is an assistant professor at the Henry 
Phipps Institute, University of Penn- 
sylvania. 


Mrs. Alice S. Cawley, executive sec- 
retary of the Bedford-Fulton (Pa.) 
Tuberculosis and Health Society, re- 
ceived the Benjamin Rush Award for 
1958, which is given by the Bedford 
County Medical Society to the person 
who has made the most outstanding 
contribution during the year in the 
field of public health. 


William S. Middleton, M.D., has 
been reappointed for a four-year term 
as chief medical director of the Vet- 
erans Administration, effective March 
1. Dr. Middleton has held the post 
since March 1, 1955. , 


Miss Anna L. Ketch, who served as 
executive secretary of the Morris 
County (N.J.) Tuberculosis and Health 
Association and of the Morris County 
Visiting Nurse Association for 15 
years, until 1941, died on May 18. 


Miss Loraine Noll has retired after 
48 years of service with the Wisconsin 
Anti-Tuberculosis Association. For 
the past 44 years Miss Noll has been 
director of the Christmas Seal Sale 
for the Wisconsin association. She 
also served as director of the business 
department. She has been succeeded 
by Miss Cecelia F. Stanton. 


Mrs. Eleanor G. Cordray has been 
appointed executive secretary of the 
Harrison County (West Va.) Tuber- 
culosis Association. 


The Tuberculosis League of Pitts- 
burgh has made the following appoint- 
ments: Miss Suzanne H. Harrison, 
formerly assistant executive director, 
has been named executive director. 
George E. Martin, medical director 
of the Pittsburgh State Tuberculosis 
Hospital, will also serve as chief medi- 
cal consultant to the League. Miss 
Louise Ratcliff, formerly health edu- 
cator with the Tuberculosis and 
Health Association of the New Haven 
Area (Conn.), has been appointed 
health educator. 


Mrs. Jean Miller, for- 
merly area secretary for the. 
Quadri-County Tuberculosis 
Project, Ill, has been ap- 
pointed executive secret, 
of the McLean County (IIl.) 
Tuberculosis Association, 
She succeeds Miss Frances 
Mix. 
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